TO THE EDITOR: I read Chou and colleagues' review (1) with interest. Prescriptions of narcotic medications for chronic pain have increased dramatically over the past 3 decades. This trend has been accompanied by greatly increased levels of prescription narcotic overdose, abuse, addiction, and diversion. It is commonly blamed on irresponsible prescribing. An unintended consequence of this blame is that many younger physicians refuse to prescribe narcotics for persons with chronic pain. Not for anyone, not for any pain. The result is that pain is the only treatable condition that I can think of that many physicians deliberately do not treat.
Chou and colleagues' review perpetuates the negative image of narcotic prescriptions for chronic pain. The authors reviewed 4209 English-language articles and found no study of the long-term outcomes related to pain, function, or quality of life. Not one. Their review is then given over entirely to a discussion of risks. However, risk alone is never the basis for the decision of a physician or patient-that basis is always the balance of risk versus benefit. Omitting discussion of benefit from a review on the effectiveness and risks of therapy is, at a minimum, curious.
This review has other curious problems. It speaks of overdose deaths as if all deaths were the same. Some arguably happen from miscalculation in pursuit of a better high, some during pursuit of better pain control. It does not mention the tragic deaths of children who sample parents' medicines with lethal results. It does not recognize that some overdose deaths are suicides. Chronic pain can cause patients to lose jobs, self-sufficiency, family, all of their belongings, and hope. Suicide in patients with chronic pain is not surprising. Chou and colleagues do not discuss diverted narcotics, originally prescribed for pain, becoming gateway drugs for heroin.
This review states that increased use of erectile dysfunction drugs in narcotic-treated patients may indicate opioidinduced sexual dysfunction. Another hypothesis is that pain impairs sexual appetite. Treatment of that pain can allow sexual activity to rebound, uncovering the problem of erectile dysfunction. The authors also discuss the increased risk for myocardial infarction in narcotic-treated persons. Is the narcotic the cause? Or do the changes in activity and diet, forced by pain, increase this risk?
And so on. This review might have closed by pointing out the similarities between narcotics and alcohol. Most persons who use alcohol, and most persons who are prescribed narcotics, use them responsibly. A few do not. Those few attract all of the attention.
Many older physicians, myself included, still prescribe narcotics for our patients who have substantial chronic pain. Benefits do outweigh acknowledged risks. We believe that it is the right thing to do. 
J. Walden Retan, MD

IN RESPONSE:
We agree with Dr. Lubrano and colleagues that effectively managing the risks of prescribing long-term opioid therapy will not be based just on evidence about benefits and harms (the subject of our review) but will also require that clinicians and policymakers understand and address policy and factors related to the physician-patient interaction that may drive less appropriate prescribing practices (1) .
As Dr. Retan notes, we identified no studies meeting predefined inclusion criteria on the effectiveness of long-term opioid therapy for chronic pain. He does not describe any studies that we overlooked. Therefore, it is unclear what evidence he believes we should have included to discuss longterm benefits. For mortality and overdose-related events, studies generally could not exclude cases due to intentional suicide attempts; however, the authors controlled for psychological diagnoses and psychiatric medication use (2, 3) . For these and other harms, we described limitations of the evidence, including the inability to completely address potential confounders and (in the case of endocrine-related adverse events) the reliance on a surrogate outcome (use of medications for erectile dysfunction and testosterone replacement) (4). We described the associations as reported in the studies and did not speculate on the underlying causes of myocardial infarction or other harms.
High levels of scrutiny for opioid prescribing are warranted on the basis of the substantial increases in opioidrelated deaths and prescription opioid abuse (5) . We disagree with Dr. Retan that it is appropriate to equate consumption of alcohol-a substance used recreationally-with long-term therapy with opioids-drugs prescribed for medical purposes. While downplaying the harms of opioids, Dr. Retan at the same time curiously notes additional harms related to diversion and sampling of opioids by family members and friends and critiques our review for not addressing them. To clarify, as we have explained previously, our review focused on benefits and harms in persons prescribed opioids. However, we are unaware of any study that has attempted to estimate the harms related to diversion and sampling of opioids from persons prescribed these agents versus those not prescribed them or evaluated dose-dependent effects on such outcomes. Pressure Ulcer Prevention and Management TO THE EDITOR: Black (1) provides a useful perspective on the current state of scientific inquiry among nurses in the treatment and prevention of pressure ulcers. The field of wound care is stymied by a lack of research funding, making it difficult to move out of its "infancy," and could benefit from additional investment in methodical research to support evidence-based practices.
Roger Chou, MD
The National Institute of Nursing Research (NINR) is the primary institute of the National Institutes of Health to fund research related to pressure ulcer prevention given that it is a nursing issue. The NINR Strategic Plan, last updated in 2011, prioritizes research on the use of "technology for better wound care" (2) . Qaseem and colleagues' guideline recommends the use of new bed technologies in wound care but also notes the importance of risk stratification with a predictively valid instrument, such as the Braden scale, despite "weak" evidence (3). The NINR should update its strategic plan to emphasize the importance of synergizing these instruments with new technologies and improving validity.
Funding to support research in wound care is scarce. The NINR has the smallest annual budget of all the National Institutes of Health at $136 million (4) . Commercial industry could do more to supplement wound care research. Of the 10 leading manufacturers of products for evidence-based practices (for example, underpads, dressings, beds, and creams), only 3 are affiliated with foundations to support wound care research (5) . In contrast, the pharmaceutical industry seems more involved, considering that 11 of the 12 leading pharmaceutical manufacturers according to the Fortune 500 belong to the Pharmaceutical Research and Manufacturers of America Foundation.
Ultimately, the field of wound care has an opportunity to move quickly beyond reliance on costly clinical trials and time-consuming descriptive studies with the evolution of electronic health records. These tools provide accessibility to data that can be used to develop population-specific, predictive algorithms of patient risk and strategically implement evidence-based practices in the hospital or home health setting. 
IN RESPONSE:
The annual number of cases of pressure ulcers in the United States is difficult to discern because reporting varies. The National Pressure Ulcer Advisory Panel estimates that 4% to 7% of hospitalized patients develop these ulcers. The estimated incidence is higher in long-term care and recently increased to 14% in this setting (1). These numbers likely constitute more than 400 000 cases yearly. Although this large number emphasizes the importance of pressure ulcers, it also nearly equals the total number of new cases of breast cancer (232 000) and lung cancer (221 000) combined (2) . Given the growing number of elderly persons, the shortage of nurses, and increasingly fragmented care, these numbers will not likely decrease. Yet, as Dr. Padula and colleagues point out, the research money to study pressure ulcers is sorely lacking and there are no national foundations dedicated to this issue or public efforts to raise funds for it as there are for cancer.
Sadly, public awareness of pressure ulcers often occurs at the bedside and in courtrooms, where they are labeled as medical errors or never-events. Now that the Centers for Medicare & Medicaid Services has made hospital-acquired pressure ulcers a quality measure, more hospitals are tracking these wounds. However, that work only occurs within a facility, with little to no externalization or published research. Tracking pressure ulcers through the Centers for Disease Control and Prevention would aid in the appreciation of the magnitude of the problem and drive money into the adequately powered studies of how to reduce the risk for these wounds, prevent them, quickly heal them, and maintain these efforts over time (3) .
Joyce Black, PhD, RN, CWCN University of Nebraska Medical Center Omaha, Nebraska
Disclosures: Disclosures can be viewed at www.acponline.org /authors/icmje/ConflictOfInterestForms.do?msNum=M15-0190.
Tuberculosis Incidence in Immigrants and Refugees
TO THE EDITOR:
Liu and colleagues (1) attribute the recent decline in tuberculosis (TB) cases among newly arrived, foreign-born persons in the United States to the increase in smear-negative/culture-positive cases diagnosed overseas among immigrants and refugees, as a result of the Centers for Disease Control and Prevention's implementation of the culture-based algorithm. This observation seems plausible until one considers that many foreign-born persons, including visitors, students, temporary workers, and unauthorized aliens, are not screened before admittance to the United States (2) . In fact, immigrants and refugees constitute only approximately one third of the estimated 1.3 million foreignborn persons who enter the United States yearly for a longterm stay (3). The authors did not provide specific data about the number of reported TB cases in immigrants and refugees and therefore cannot exclude with certainty the possibility that changes unrelated to overseas screening may have caused the observed decrease in the incidence of TB in newly arrived, foreign-born persons between 2007 and 2012.
In recent years, TB control in foreign-born persons in the United States has garnered increased attention. For example, unlike earlier versions, the 2005 guideline for TB control designated foreign-born persons who have resided in the United States for fewer than 5 years as a particularly high-risk group (4) Furthermore, between 2007 and 2012, the authors found that 4032 cases of TB were diagnosed overseas by the culture-based algorithm, of which 2195 were smear-negative/ culture-positive and 480 were diagnosed clinically (1). However, the authors do not provide similar data for the old smear-based algorithm, preventing the panel physicians overseas from evaluating the effect of the new algorithm on the number of clinically diagnosed cases of TB. Thus, it is possible that, before the culture-based screeing, there were more clinically diagnosed TB cases than the 480 reported for the period 2007-2012. If so, this study would have overestimated the actual effect of culture-based screening in identifying cases of TB overseas.
In summary, the absence of data distinguishing new TB cases among immigrants and refugees from those found in other foreign-born persons and lack of details on the old smear-based algorithm make interpretation of the results less straightforward. These factors thus dampen the authors' optimistic claims about the effect of the new culture-based screening on the incidence of TB among foreign-born persons in the United States.
Azariyas A. Challa, MD, PhD
University of Pittsburgh Medical Center Pittsburgh, Pennsylvania IN RESPONSE: Dr. Challa suggests several limitations of the data in our analysis, raising doubts about the effect of a newly implemented, overseas, culture-based TB screening algorithm on reducing the importation of this condition to the United States. We discussed some of these limitations in our article but have reached a different conclusion.
Newly arrived nonimmigrant visitors contribute to the TB burden in the United States (1). The mean annual admission of nonimmigrant visitors between 2007 and 2012 decreased by 8.5% compared with that between 2002 and 2006. However, during the same period, the mean annual number of reported TB cases among foreign-born persons within 1 year of arrival decreased by 24.7%. This discrepancy indicates that the decrease in admissions of nonimmigrant visitors alone could not account for the overall decline of TB cases in the newly arrived, foreign-born population.
Dr. Challa suggests that more foreign-born persons were likely to have received treatment for latent TB infection between 2007 and 2012, causing the decline of TB among newly arrived, foreign-born persons. This assumption is not consistent with the results of previous studies. For example, within 1 year of arrival in the United States, only 5.8% of TB cases were likely due to reactivation of latent infection (2) . Therefore, identifying and treating latent TB infection is unlikely to explain much of the observed decline in TB cases among foreign-born persons within 1 year of arrival.
Dr. Challa indicates that our analysis may not have adequately accounted for clinically diagnosed cases in the old algorithm and suggests that clinical assessment alone might have identified most smear-negative/culture-positive cases. We have found no studies to support this assumption and do not believe that panel physicians could diagnose such large numbers of applicants with smear-negative/culture-positive TB without Mycobacterium tuberculosis culture screening. During the follow-up evaluation after arrival, active TB was diagnosed in 1.8% of persons with class B1 TB identified by the culture-based algorithm but in 3.5% of persons with class B1 or B2 TB identified by the smear-based algorithm. These results were consistent with those of other studies (3, 4) , suggesting that the culture-based algorithm is more effective.
Despite limitations, we believe that our data indicate that implementation of the culture-based algorithm substantially prevents the importation of TB to the United States.
Cardiac Screening
TO THE EDITOR:
Chou's guideline (1) on cardiac screening recommends that asymptomatic adults not have resting electrocardiography (ECG). I find that this recommendation, in many instances, goes against the standard of care. Obtaining ECGs for screening is standard for athletes, who, by definition, are asymptomatic. The European Community (2) continues to find this intervention cost-effective.
To argue against screening ECGs, Chou cites 2 articles showing their limited usefulness. Rubenstein and Greenfield (3) found that "the routine ECG has little value as a baseline." However, they state that 5% of patients were grouped into a class in which ECGs could be useful. A total of 5% of patients seems pretty important to me. Hoffman and Igarashi (4) recommend against routinely ordering ECGs in patients with chest pain. This conclusion today is consistent with medical malpractice.
I agree that stress testing is overused but believe that extending the argument to resting ECGs is an unwanted stretch.
Paul Zimmermann, MD South Carolina Heart Center Camden, South Carolina IN RESPONSE: As we described in the Methods section, our guideline on cardiac screening explicitly excluded preparticipation evaluation of athletes. Thus, the articles on screening of athletes that Dr. Zimmermann cited are not relevant. To clarify, Rubenstein and Greenfield (1) found that, in patients with chest pain who present to the emergency department, 5% (11 of 236) might have avoided an admission if a baseline ECG had been available. However, this percentage is a maximal estimate, because 9 of the 11 patients did not have a baseline ECG. In addition, how many admissions would have actually been avoided is unknown. Further, the authors found no cases in which an inappropriate discharge was avoided because a baseline ECG was available.
Hoffman and Igarashi (2) found that baseline ECGs were not helpful in admission decisions in any of 84 patients presenting to the emergency department with acute chest pain. Their findings on the usefulness of ECGs for evaluation of acute chest pain are not relevant to our guideline, which only addresses screening of asymptomatic persons. Nonetheless, suggesting that Hoffman and Igarashi's study recommends against appropriate use of ECGs in this setting is misleading. Rather, they state that ECGs may not be necessary in patients with chest pain that is unlikely to be due to cardiac ischemia based on history and examination (for example, chest pain that is obviously musculoskeletal or due to esophageal reflux disease or that with atypical features in a young adult).
toms. However, troponin assays are routinely ordered in the emergency department without proper clinical rationale for most abdominal, thoracic, and neurologic symptoms. The admitting internist, while treating an unrelated noncardiac condition, is left to deal with the aftermath of abnormal troponin levels. This circumstance starts an unnecessary cascade of cardiology consultation and further testing, prolongs hospitalization, and complicates management of the patient.
This diagnostic quest to nowhere does not end with cardiology consultation alone. Most recently, the "third universal definition of MI" defined diagnosis of this condition by the presence of at least 1 troponin level greater than the 99th percentile and one of the following factors: symptoms of ischemia, ST-segment changes, a pathological Q wave, imaging evidence of loss of viable myocardium or a new regional wall motion abnormality, or identification of an intracoronary thrombus on angiography or autopsy (2) . The cardiologist who is consulted to solve the problem faces a conundrum. Symptoms are unreliable to rule out or rule in MI (3), and normal or equivocal results on electrocardiography do not help to narrow the differential diagnosis, either. Notwithstanding the sound clinical judgment that determines that MI is unlikely in a specific clinical setting, a cardiologist is forced to order invasive or noninvasive work because most patients admitted to hospitals usually have some cardiovascular risk factors.
The internal medicine, cardiovascular, and emergency medicine sections of hospitals should develop a collaborative protocol for judiciously ordering troponin assays. Unless acute MI is in the differential diagnosis, these assays should be ordered in consultation with a cardiologist. Since the advent of high-sensitivity assays, troponin has become the new
